Objectives: To define the early and midterm outcomes after thoracic endovascular aortic repair (TEVAR) of blunt thoracic aortic injury (BTAI).
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Objectives: Review the 10-year single institution experience with blunt traumatic aortic injury (BTAI) and outcomes with thoracic endovascular aortic repair (TEVAR).
Methods: Retrospective evaluation of all patients with BTAI presenting to a single center between July 2006 and September 2016.
Results: There were 52 patients identified with BTAI (7 grade I, 1 grade II, 41 grade III, 3 grade IV). There were males 38 (73%) with a mean age of 42 years (range 18-84 years). The median injury severity score was 34 (interquartile range, 29-44). There were 13 patients that did not undergo aortic repair with 8 deaths from their injuries and 5 patients with stable grade I/II injuries. One patient received open repair owing to anatomic considerations. TEVAR was performed in the remaining 38 patients of which there were 29 (76%) males with a mean age of 40 (range, 18-78) . Technical success was achieved in 37 (97%) patients with one instance of device misdeployment requiring conversion to open repair. Intentional left subclavian artery coverage was required in 19 (51%) and subclavian revascularization was performed in 8 patients with 4 in a delayed fashion owing to the development of arm claudication. There were two (5.2%) postoperative strokes. The 30-day mortality rate was 3% with one intraoperative death owing to a myocardial infarction. There were eight (21%) other deaths within a median of 40.5 months (range 3-105 months). The remaining 28 patients are alive with a median follow-up of 33 months (range 1-112 months). There have been no instances of endoleak, device migration, aortic degeneration or need for secondary aortic intervention.
Conclusions: TEVAR is effective for patients with BTAI with high rates of technical success and low rates of complications. Coverage of the left subclavian artery can be safely performed without revascularization in select situations. Obtaining long-term follow-up remains challenging.
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Contemporary Management Patterns for Blunt
Methods: Our study included patients from the 2011 to 2015 National Trauma Data Bank who were hospitalized after sustaining BTAI. Patients who died in the emergency department (ED) or sustained any type of nonsurvivable injury were excluded. To account for missing data, multiple imputation was performed using chained equations with averaged predictions and adjusted standard errors for uncertainty. Multinomial logistic regression analysis was used to separately identify predictors of endovascular and open BTA repair [versus nonoperative management (NOM)] after adjustment for demographic characteristics, comorbid conditions, and injury severity/location. A separate multinomial logistic regression was then used to identify predictors of in-hospital mortality after BTAI.
Results: A total of 5767 adult patients with BTAI who survived initial ED triage and who were without any injuries deemed nonsurvivable were included for analysis. Of these patients, 3,319 (57.6%) underwent NOM while 2448 (42.5%) underwent operative repair [2022 (35.1%) Objectives: Previously published data demonstrated that elderly patients older than age 65 benefit from vein ablation procedures. The objective of this study is to compare young, middle-aged, and older patients who underwent varicose vein ablation using our institutional Vascular Quality Initiative Varicose Vein Registry (VQI VVR).
Methods: Retrospective analysis of a prospective registry of all vein procedures in the VQI VVR was performed from January 2015 to August 2017 at our tertiary care institution. We divided all patients into three groups depending on their age at presentation: young (group A, age <45), middle (group B, age 45-64), and old (group C, age >65). Comparison data included patient demographics, past medical history, clinical outcomes, patient reported outcomes, and postoperative complications. Clinical outcomes were assessed by the clinical, etiology, anatomy, and pathophysiology (CEAP) classification and venous clinical severity score (VCSS). Patient reported outcomes were assessed by heaviness, achiness, swelling, throbbing, itching (HASTI) symptoms and their impact on work and activity. Statistical testing included c 2 test for categorical variables and student t-test for continuous variables using SPSS statistical software.
Results: There were a total of 1035 procedures performed during the study period: 133 patients were age <45 (group A), 559 were age 45 to 64 (group B), and 342 were age >65 (group C). Majority of the vein procedures were for truncal vein reflux and more than two-third were females across all age groups. VCSS scores were significantly higher for the older age groups (Table) . HASTI scores were significantly lower for the older age groups when compared with the younger group (Table) . Younger patients (group A) had more commercial insurance (P < .001), less anticoagulation use (P < .001). There was no significant difference between the groups in terms of positive history for superficial phlebitis, DVT, or prior varicose vein procedure.
Conclusions:
While older patients present with higher VCSS scores, the younger patients report significantly higher HASTI scores. Our findings support that patients with advanced age have a higher venous disease clinical severity score upon presentation for vein treatment. However, the younger population report more symptoms. Further study may elucidate why the younger population tends to report higher HASTI symptoms despite having lower VCSS scores.
Author Disclosures: S. Ahsan: Nothing to disclose; L. Kabbani: Nothing to disclose; N. Kennedy: Nothing to disclose; S. Leonard-Murali: Nothing to disclose; J. C. Lin: Nothing to disclose; D. McLaughlin: Nothing to disclose; M. R. Weaver: Nothing to disclose. Objectives: Inferior vena cava (IVC) filter placement rarely may be complicated by perforation of the IVC or adjacent organs, or migration into proximal or distal venous segments. Although most of these may be treated via percutaneous retrieval techniques, some patients require open repair. We review the indications, safety, and efficacy of open surgery for IVC filter-associated perforation or migration.
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Surgery for Inferior Vena Cava Filter Perforations
Methods: All open IVC filter retrievals over an 11-year period were identified, and patients were reviewed for age, indications for filter placement, filter type, prior venous thromboembolism, and prior attempts at percutaneous retrieval. Indications for IVC filter removal, operative technique, blood loss, duration of stay, and postoperative complications also were reviewed.
Results: Over an 11-year period, eight open IVC filter retrievals were performed (with 300 percutaneous retrievals during the same period; Fig) . In patients undergoing open surgery, the average age was 43 years (range, 17-81). There were 75% (6 of 8) with venous thromboembolism before IVC filter placement, and 50% (4 of 8) with prior attempts at percutaneous retrieval. Filter types were Cordis Optease (n ¼ 2), Cook Günthr-Tulip (n ¼ 2), Cook Celect (n ¼ 1), Cook Birds Nest (n ¼ 1), Bard Simon-Nitinol (n ¼ 1), and Bard Eclipse (n ¼ 1). Patients presented with abdominal pain in six, duodenal perforation in three, aortic perforation in two, migration and filter fracture in two, and pancreatic perforation/ pancreatitis in one. There were 62% with complete filter removal with 50% requiring cavotomy. Two patients had complete filter extraction using an open snare/sheath technique. Median duration of stay was 6.5 days (range, 4-49) . Two patients developed perioperative complications (one aortic pseudoaneurysm, one incisional hernia), both requiring subsequent repair. There were no perioperative mortalities.
Conclusions: Open IVC filter retrieval, in patients with filter-associated perforation or migration, may be accomplished with low perioperative morbidity and mortality, and it remains a suitable option for patients who fail, or are not candidates for, endovascular attempts. 
